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The differential diagnosis is between pemphigus vegetans and epidermolysis bullosa hereditaria. For the former we have the clinical appearance and the apparently spontaneous development, but in a case of this severity and duration one would expect more general disturbance, lesions of the mucous membranes and Nikolsky's sign. For epidermolysis bullosa hereditaria, the appearance of the condition so soon after birth and in the other twin and the absence of general disturbance seem to favour the diagnosis. But the fungating and condyloma-like lesions and the absence of the disease in the ascendants made us hesitate to pronounce the diagnbsis To the two varieties of epidermolysis bullosa hereditaria, as classified first by Hallopeau, later by Siemens, namely (1) the dominant hereditary epidermolysis bullosa simplex; (2) the epidermolysis bullosa dystrophica of recessive inheritance, the French dermatologists Nicolas, Moutot and Charlot added a subvariety of the latter type, the forme ulcerovegetante d'epidermnolyse btilleuse dystrophique. They report a case of 3 children born of a healthy couple, who had an eruption consisting of bullae which developed into slowly progressive, chronic, ulcerating and vegetating lesions. There was dystrophy of the nails and stenosis of the pharynx, following ulceration. They connect the case which, in respect of the skin lesions, the familial occurrence and the appearance soon after birth, much resembles ours, with epidermolysis bullosa dystrophica, because of its congenital, familial character, the bullous eruption and the dystrophy of the nails. Later nail lesions appeared and reports were received of similar eruptions in two cousins of the patients.
THE PRESIDENT: I confess I have never seen so severe a case of the hereditary type of epidermolysis bullosa. I have never seen one with fungations. The general condition of the child, considering the condition of the skin, is extraordinarily good.
Superficial Basal-tell Carcinoma.-F. S. AIREY, M.R.C.P.E.
A man, aged 43, shows a scarring lesion of the upper part of the left cheek, involving the lower eyelid. Ectropion is present. In the scar, and particularly at its margin, are raised portions which have the character, of the spreading edge of a basal-cell carcinoma.
I first saw him at the Leicester Royal Infirmary in January 1943, when I was satisfied that the lesion was a superficial basal-cell carcinoma.
The history is that a " boil " appeared on the left cheek eight to nine years ago. A diagnosis of lupus vulgaris was made (not by a dermatologist) and ultraviolet irradiation (Kromayer) was given intermittently for some years. Ultimately the patient ceased attendance. He states there was improvement after this treatment but that recrudescence followed a bruise. Since then the lesion has received no treatment and has spread steadily.
The case is presented first because of the original diagnostic error which led to inappropriate treatment and allowed the lesion to spread unchecked, second because I believe the features of a superficial basal-cell carcinoma are here well illustrated, and finally to invite discussion as to the most suitable method of treatment, particularly with reference to the eyelid.
In other cases I have found it sufficient to curette the lesion and apply diathermic coagulation to the visible residues and active periphery. During the follow-up period some further attention may be required. There is sound scar in parts and I prefer some more discriminating method than X-rav or radium. Ultimately the help of the plastic surgeon is likely to be required for reconstruction of the lower eyelid, which offers its own special problems.
Should the case be passed over to the surgeon immediately? We know the growth is superficial and it should be possible to excise it completely and repair the defect with a free full-thickness skin graft. An alternative would be to destroy the growth first with diathermy, X-ray or radium and then to repair such defect as remains.
Dr She had a typical pyogenic granuloma overlying the symphysis mentis, 15 mm. in diameter and hemispherical in outline. It had been present for some months, bleeding and discharging pus from time to time.
I believed it to be caused by a median mental sinus draining a dental alveolar abscess, and this was confirmed by intra-oral X-ray examination.
All the teeth were removed and discharge from the granuloma ceased immediately. The growth itself was removed by the diathermic snare. Microscopic examination of the tissue confirmed the nature of the lesion.
[The patient was not presented but a colour photograph, dental X-ray film and sections were shown.] I have myself seen about six such cases in the past three years. The underlying cause is not always appreciated, and I have known instances where these granulomata have been removed and have recurred because the existence of a sinus and the abscess which it drained was not suspected.
Intra-oral X-ray photograph showing denta! alveolar abscess in the case of pyogenic granuloma.
All, my cases have been over the symphysis mentis, the course no doubt having been determined by gravity. But I am informed that such sinuses may take an unlimited variety of routes and point at various places on the surface of the face.
I may add that the granulomata were seemingly adherent to the mandible, due to fibrosis and induration of the soft tissues.
I regret that I did not ask for an X-ray photograph of the track of the sinus employing a radio-opaque medium.
I have not seen this condition described as an entity in textbooks but have lately read an article on " cutaneous fistulas of dental origin ", that deals with the subject (Wende, R. C., and Solomon, H. A., 1942. Arch. Derm. Syph., Chicago, 46, 665) .
Dr. PARKES WI-EBER: W;\hat is really meant by granuloma pyogenicum? I had an idea it was one of the terms used for rare pedunculated strawberry-like growths sometimes observed growing from the fold at the root of the nails. There has been a great deal of literature on the subject, especially i'n France. About two years' history. Skin of abdomen and middle area of back has become loose. No subjective symptoms. She has lost rather less than 1 stone in weight over this period but feels quite well and is able to do a full day's work. She appears a healthy woman and routine physical examination reveals no abnormality of any internal organs.
From about the level of the breasts to the upper ends of the thighs the skin over the abdomen and on the flanks appears to hang loosely, giving the imoression of a loose cover of a chair or sofa, as if too big for the enclosed trunk. The whole of the loose area appears pinker than the surrounding skin. The same condition is seen on the sides of
